effect of sunlight 77% of their patients with cancer had skin cancer, but with an unusual distribution for Australia with squamous-cell carcinoma accounting for three-quarters of the cancers and basal-cell carcinoma for the rest. In the general population this ratio is reversed. Furthermore, the squamouscell tumours in the transplant recipients were unusually aggressive.
The type of underlying renal disease may may be important. An increased incidence of transitional-cell neoplasms of the renal pelvis has been reported in patients with analgesic nephropathy,16 and patients with polycystic kidneys may have a higher. risk of kidney tumours.17 In some cases renal disease may be induced by extrarenal neoplasms; an association is well established between a nephrotic syndrome (usually due to membranous glomerulonephritis or a minimal-change type of nephropathy) and a variety of neoplasms. '8 What about treatment? Epithelial tumours of the skin, the lip, and the uterine cervix may be treated by conventional surgical or radiotherapeutic methods, and no reduction in immunosuppressive treatment is usually recommended. The prognosis for those with carcinoma of the abdominal and thoracic organs and with most mesenchymal tumours is poor, however, and drastic reduction or discontinuance of immunosuppressive treatment is usually thought necessary with an inevitable increase in the incidence of graft rejection.' 15 Fortunately the overall incidence of neoplasia is still too low to be considered a contraindication to long-term dialysis and renal transplantation. More recently a much larger controlled trial of sodium cromoglycate (800 mg daily) failed to confirm these early findings; similar numbers of patients with symptomatic ulcerative colitis at the start of the trial improved, deteriorated, or maintained a steady state in both the treatment and placebo groups.3 The number of relapses among those patients who were in remission at the start of the trial was also similar in the treatment and placebo groups. In a separate study patients with ulcerative colitis in remission were allocated at random to receive either a low-dose or high-dose sodium cromoglycate regimen or sulphasalazine. The relapse rate was similar in the two groups receiving sodium cromoglycate, which proved considerably less effective than sulphasalazine in maintaining remission.4 5 The evidence from relapse rates in these trials4 5 When a person is screened and his blood pressure is found to be high, the tendency is for the pressure to be lower when it is rechecked on a second occasion. This phenomenon of "regression towards the norm" is, in general, greatest in those patients with the highest pressures. Inevitably some people who were initially labelled hypertensive will then be considered to be normotensive-sometimes termed "labile" hypertension.2-4 There is, however, no theoretical or practical reason to believe that this spurious concept casts any light on the pathogenesis of hypertension. In fact, all blood pressures are labile and the higher the pressure the greater the lability.5
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The phenomenon of regression to the norm has another side to it: those people whose blood pressures are low at first examination usually sustain a rise on rechecking. In a study in Renfrew, Scotland,f the prevalence of hypertension and the average blood pressure of the community were unchanged when the whole population was re-examined one year later. Many people were no longer in the hypertensive category but they were replaced by others entering the category for the first time. When talking about labile hypertension many researchers consider only those people with pressures above an arbitrary dividing line which then settled; they omit those whose pressures rose on rescreening.
People with labile hypertension who have been investigated in detail have been found (not surprisingly) to be relatively free of damage to end-organs or left ventricular hypertrophy.2 Nor is it surprising that many "labile" hypertensives develop "fixed" hypertension with the passing of time. All blood pressures rise with advancing years,7 so that some patients will stop passing intermittently across the arbitrary dividing line between hypertension and normotension; their pressures remain as labile as ever but persistently above the line.
A second, quite distinct phenomenon which confounds the interpretation of follow-up studies is the orientation or defence reaction.8 Any patient will sustain a fall in blood pressure as he becomes more familiar with the frightening procedures to which he is exposed by his doctors. Substantial falls are found during placebo run-in phases of clinical trials.9 In the Medical Research Council trial of mild hypertension,10 for example, this was seen in patients having inactive treatment, though pressures tended to rise again after some months.
As all blood pressures are labile from minute to minute and 
